
 

 

2020 American Heart Association Guidelines for CPR and Emergency Cardiovascular Care (ECC) 

Comparison Chart of Key Changes 

EMBARGOED UNTIL 5 A.M. ET/4 A.M. CT WEDNESDAY, OCTOBER 21, 2020 

2020 Recommendation Previous Recommendation Explanation 

Adult Basic and Advanced Life Support   
A new, sixth link focused on recovery has been added to both 

in-hospital cardiac arrest and out-of-hospital cardiac arrest 
Chains of Survival. 

 
 

New for 2020 The recovery process from cardiac arrest extends long after the 
initial hospitalization. Support is needed during recovery to 
ensure optimal physical, cognitive, and emotional well-being and 
return to social/role functioning. This process should be initiated 
during the initial hospitalization and continue as long as needed.  

The usefulness of double sequential defibrillation for refractory 
shockable rhythm has not been established. Routine use of 
double sequential defibrillation is not recommended at this 
time. 

  

New for 2020 Double sequential defibrillation is the practice of applying near 
simultaneous shocks using 2 defibrillators. Although some case 

reports have shown good outcomes, a 2020  International 
Liaison Committee on Resuscitation (ILCOR) systematic review 
found no evidence to support double sequential defibrillation and 
recommended against its routine use. Existing studies are subject 
to multiple forms of bias, and observational studies do not show 
improvements in outcome. A recent pilot randomized clinical trial 
(RCT) suggests that changing the direction of defibrillation current 
by repositioning the pads may be as effective as double 
sequential defibrillation while avoiding the risks of harm from 
increased energy and damage to defibrillators. On the basis of 
current evidence, it is not known whether double sequential 
defibrillation is beneficial. 

Laypersons should initiate CPR for presumed cardiac arrest 
because the risk of harm to the patient is low if the patient is 
not in cardiac arrest 

(2010): The lay rescuer should not check for a 
pulse and should assume that cardiac arrest is 
present if an adult suddenly collapses or an 
unresponsive victim is not breathing normally. 
The healthcare provider should take no more than 
10 seconds to check for a pulse and, if the rescuer 
does not definitely feel a pulse within that time 
period, the rescuer should start chest 
compressions. 

New evidence shows that the risk of harm to a victim who 
receives chest compressions when not in cardiac arrest is low. Lay 
rescuers are not able to determine with accuracy whether a 
victim has a pulse, and the risk of withholding CPR from a 
pulseless victim exceeds the harm from unneeded chest 
compressions. 

Opioid overdose 

• For patients known or suspected to be in cardiac 
arrest, in the absence of a proven benefit from the use 
of naloxone, conventional resuscitative measures 

(2015) For patients with known or suspected 
opioid addiction who are unresponsive with no 

normal breathing but a pulse, it is reasonable for 
appropriately trained lay rescuers and BLS 

The opioid epidemic has not spared children. In the U.S. in 2018, 
opioid overdose caused 65 deaths in children younger than 15 
years and 3,618 deaths in people 15 to 24 years old, and many 
more children required resuscitation. The 2020 Guidelines 



 

 

should take priority over naloxone administration, 
with a focus on high-quality CPR (compressions plus 
ventilation) 

• To address this public health crisis, the AHA presents 2 
new algorithms for the management of opioid-
associated emergencies, highlighting that lay rescuers 
and trained responders should not delay activating 
emergency response systems while awaiting the 
patient’s response to naloxone or other interventions.  

providers, in addition to providing standard BLS 
care, to administer intramuscular (IM) or 
intranasal (IN) naloxone. Opioid overdose 

response education with or without naloxone 
distribution to persons at risk for opioid overdose 

in any setting may be considered. 

contain new recommendations for managing children with 
respiratory arrest or cardiac arrest from opioid overdose. These 
recommendations are identical for adults and children, except 
that compression-ventilation CPR is recommended for all 
pediatric victims of suspected cardiac arrest. Naloxone can be 
administered by trained providers, laypersons with focused 
training, and untrained laypersons. Separate treatment 
algorithms are provided for managing opioid associated 
resuscitation emergencies by laypersons, who cannot reliably 
check for a pulse, and by trained rescuers. Opioid associated 
OHCA is the subject of a 2020 AHA scientific statement. 

Early epinephrine administration has been reaffirmed for 
cardiac arrest with a nonshockable rhythm as well as cardiac 
arrest with a shockable rhythm in which initial defibrillation 
attempts have failed. The Adult Cardiac Arrest algorithm has 
been updated to emphasize the early administration of 
epinephrine for patients with nonshockable rhythms. 

 

Unchanged/Reaffirmed The suggestion to administer epinephrine early was strengthened 
to a recommendation on the basis of a systematic review and 
meta-analysis, which included results of 2 randomized trials of 
epinephrine enrolling more than 8500 patients with out-of-
hospital cardiac arrest (OHCA), showing that epinephrine 
increased  Return of Spontaneous Circulation (ROSC) and survival. 
At 3 months, the time point felt to be most meaningful for 
neurologic recovery, there was a nonsignificant increase in 
survivors with both favorable and unfavorable neurologic 
outcome in the epinephrine group. Of 16 observational studies 
on timing in the recent systematic review, all found an 
association between earlier epinephrine and ROSC for patients 
with nonshockable rhythms, although improvements in survival 
were not universally seen. For patients with shockable rhythm, 
the literature supports prioritizing defibrillation and CPR initially 
and giving epinephrine if initial attempts with CPR and 
defibrillation are not successful. Any drug that increases the rate 
of ROSC and survival but is given after several minutes of 
downtime will likely increase both favorable and unfavorable 
neurologic outcome. Therefore, the most beneficial approach 
seems to be continuing to use a drug that has been shown to 
increase survival while focusing broader efforts on shortening 
time to drug for all patients; by doing so, more survivors will have 
a favorable neurologic outcome. 

Cardiac arrest in pregnancy: 
• Because pregnant patients are more prone to hypoxia, 

oxygenation and airway management should be 

New for 2020 Recommendations for managing cardiac arrest in pregnancy were 
reviewed in the 2015 Guidelines Update and a 2015 AHA 
scientific statement. Airway, ventilation, and oxygenation are 
particularly important in the setting of pregnancy because of an 
increase in maternal metabolism, a decrease in functional reserve 



 

 

prioritized during resuscitation from cardiac arrest in 
pregnancy.  

• Because of potential interference with maternal 
resuscitation, fetal monitoring should not be 
undertaken during cardiac arrest in pregnancy.  

• We recommend targeted temperature management 
for pregnant women who remain comatose after 
resuscitation from cardiac arrest.  

• During targeted temperature management of the 
pregnant patient, it is recommended that the fetus be 
continuously monitored for bradycardia as a potential 
complication, and obstetric and neonatal consultation 
should be sought. 

• A new Cardiac Arrest in Pregnancy Algorithm has been 
added to address these special cases.  

 
 
 
 

capacity due to the gravid uterus, and the risk of fetal brain injury 
from hypoxemia. Evaluation of the fetal heart is not helpful 
during maternal cardiac arrest, and it may distract from necessary 
resuscitation elements. In the absence of data to the contrary, 
pregnant women who survive cardiac arrest should receive 
targeted temperature management just as any other survivors 
would, with consideration for the status of the fetus that may 
remain in utero. 

2020 Recommendation Previous Recommendation Explanation 

Pediatric Basic and Advanced Life Support   

A respiratory rate of 20 to 30 breaths per minute is new for 
infants and children who are (a) receiving CPR with an 
advanced airway in place or (b) receiving rescue breathing and 
have a pulse.  

 

(2010) If there is a palpable pulse 60/min or 
greater but there is inadequate breathing, give 

rescue breaths at a rate of about 12 to 20/min (1 
breath every 3-5 seconds) until spontaneous 

breathing resumes. 

New data show that higher ventilation rates (at least 30/min in 
infants [younger than 1 year] and at least 25/min in children) are 

associated with improved rates of Return of Spontaneous 
Circulation and survival in pediatric in-hospital cardiac arrest 

(IHCA). Although there are no data about the ideal ventilation 
rate during CPR without an advanced airway, or for children in 

respiratory arrest with or without an advanced airway, for 
simplicity of training, the respiratory arrest recommendation was 

standardized for both situations. 

For pediatric patients in any setting, it is reasonable to admin-
ister the initial dose of epinephrine within 5 minutes from the 

start of chest compressions. 

(2015) It is reasonable to administer epinephrine 
in pediatric cardiac arrest. 

A study of children with IHCA who received epinephrine for an 
initial nonshockable rhythm (asystole and pulseless electrical 
activity) demonstrated that, for every minute of delay in 
administration of epinephrine, there was a significant decrease in 
ROSC, survival at 24 hours, survival to discharge, and survival with 
favorable neurological outcome.  

Patients who received epinephrine within 5 minutes of CPR 
initiation compared with those who received epinephrine more 
than 5 minutes after CPR initiation were more likely to survive to 



 

 

discharge. Studies of pediatric OHCA demonstrated that earlier 
epinephrine administration increases rates of ROSC, survival to 
intensive care unit admission, survival to discharge, and 30-day 
survival. 

In the 2018 version of the Pediatric Cardiac Arrest Algorithm, 
patients with nonshockable rhythms received epinephrine every 
3 to 5 minutes, but early administration of epinephrine was not 
emphasized. Although the sequence of resuscitation has not 
changed, the algorithm and recommendation language have been 
updated to emphasize the importance of giving epinephrine as 
early as possible, particularly when the rhythm is nonshockable. 

2020 Recommendation Previous Recommendation Explanation 
Resuscitation Education  

 

It is reasonable for lay rescuers to receive training in 
responding to opioid overdose, including provision of naloxone. 

New for 2020 Deaths from opioid overdose in the U.S. have more than doubled 
in the past decade. Multiple studies have found that targeted 
resuscitation training for opioid users and their families and 
friends is associated with higher rates of naloxone administration 
in witnessed overdoses. 

 Target and tailor layperson CPR training to specific racial and 
ethnic populations and neighborhoods in the United States. 

New in 2020 Communities with low socioeconomic status and those with 
predominantly Black and Hispanic populations have lower rates 
of bystander CPR and CPR training.  Targeting specific racial, 
ethnic, and low-socioeconomic populations for CPR education 
could eliminate disparities in CPR training and bystander CPR, 
potentially enhancing outcomes from cardiac arrest in these 
populations. 

Address barriers to bystander CPR for female victims through 
educational training and public awareness efforts. 

New in 2020 Women are also less likely to receive bystander CPR, which may 
be because bystanders fear injuring female victims or being 
accused of inappropriate touching. Modifying education to 
address gender differences could eliminate disparities in CPR 
training and bystander CPR, potentially enhancing outcomes from 
cardiac arrest. 

 

 

 

 



 

 

 

 

 

 

 

2020 Recommendation Previous Recommendation Explanation 

Neonatal Life Support   

Most newly born infants do not 
require immediate cord clamping or 
resuscitation and can be evaluated 
and monitored during skin-to-skin 
contact with their mothers after birth. 
Placing healthy newborn infants who do not require 
resuscitation skin-to-skin after birth can be effective 
in improving breastfeeding, temperature control, 
and blood glucose stability. 

New in 2020 Evidence from a Cochrane systematic review showed that early 
skin-to-skin contact promotes normothermia in healthy 
newborns. In addition, 2 meta-analyses of RCTs and observational 
studies of extended skin-to-skin care after initial resuscitation 
and/or stabilization showed reduced mortality, improved 
breastfeeding, shortened length of stay, and improved weight 
gain in preterm and low-birthweight babies. 

2020 Recommendation Previous Recommendation Explanation 

Systems of Care   

The use of mobile phone technology by emergency dispatch 
systems to alert willing bystanders to nearby events that may 
require CPR or AED use is reasonable. 

 

New in 2020 Despite the recognized role of lay first responders in improving 
out-of-hospital cardiac arrest (OHCA) outcomes, most 
communities experience low rates of bystander CPR and AED use. 
A recent ILCOR systematic review found that notification of lay 
rescuers via a smartphone app or text message alert is associated 
with shorter bystander response times, higher bystander CPR 
rates, shorter time to defibrillation, and higher rates of survival to 
hospital discharge for people who experience OHCA. The 
differences in clinical outcomes were seen only in the 
observational data. The use of mobile phone technology has yet 
to be studied in a North American setting, but the suggestion of 
benefit in other countries makes this a high priority for future 
research, including the impact of these alerts on cardiac arrest 
outcomes in diverse patient, community, and geographic 
contexts 



 

 

It is reasonable for organizations that treat cardiac arrest 
patients to collect processes-of-care data and outcomes. 

New in 2020 Many industries, including healthcare, collect and assess 
performance data to measure quality and identify opportunities 
for improvement. This can be done at the local, regional, or 
national level through participation in data registries that collect 
information on processes of care (eg, CPR performance data, 
defibrillation times, adherence to guidelines) and outcomes of 
care (eg, ROSC, survival) associated with cardiac arrest.  

 

 


